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health	 outcomes	 in	 a	 variety	 of	 settings.	 Therefore	 PHC	 is	 considered	 an	 important	 part	 of	 a	
country's	health	system.	PHC	is	an	approach	to	delivering	basic	health	services	to	the	population,	
aimed	ultimately	at	achieving	“better	health	for	all”.	The	idea	of	universally	accessible	PHC	services	
was	 born	 in	 the	 late	 1970s,	 when	 countries	 throughout	 the	 world	 committed	 to	 the	 Alma-Ata	
declaration.	 Both	 low-and-middle-income	 countries	 (LMICs)	 and	 high-income	 countries	 (HICs)	








adequate	 and	equitable	 access,	 improved	quality,	 increased	patient	 choice	 and	 cooperation	 and	
integration	 of	 services.	 The	 reforms	 or	 interventions	 had	 a	 variety	 of	 aims,	 including:	 re-
centralising	health	services	and	unification	of	smaller	municipalities	with	bigger	units;	focusing	on	
the	importance	of	patient	choice	and	health	service	integration.	The	results	of	the	review	showed	
that	 in	Finland	there	has	been	 lots	of	small	changes	 implemented	to	PHC	sector	after	1993.	The	
focuses	of	the	policies	have	been	narrow.	Decentralisation	is	no	longer	the	core	value,	and	as	some	
other	 European	 countries,	 Finland	 is	moving	 towards	privatisation	and	 increased	patient	 choice.	
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Access	 Availability	 of	 affordable	 health	 care	 services	
close	to	target	population.	
Alma	Ata	Declaration	 The	 Declaration	 of	 Alma-Ata	 (1978)	 addressed	
the	 importance	 of	 primary	 health	 care	 as	 core	
health	policy.	
Comprehensiveness	 A	 wide	 range	 of	 preventive,	 promotive	 and	
curative	health	services.	
Continuity	 People	 have	 a	 continuous	 relationship	 with	
same	health	care	provider	over	time.	
Health	Policy	and	System	Research	 Health	 policy	 and	 system	 research	 is	 a	 trans-
disciplinary	 research	 field,	 oriented	 around	
context-relevant	health	systems	issues.	
Primary	Care	 Primary	 care	 is	 “first	 contact,	 continuous,	
comprehensive,	 and	 coordinated	 care	provided	
to	 populations	 undifferentiated	 by	 gender,	
disease,	or	organ	system”	(Starfield,	1994)	
Primary	Health	Care	 Primary	 Health	 Care	 is	 “first	 element	 of	 a	
continuing	 health	 care	 process.	 Primary	 health	
care	addresses	the	main	health	problems	of	the	
community,	 providing	 promotive,	 preventive	
and	 rehabilitative	 services	 accordingly”	 (WHO,	
1978).	
Systematic	review	 Systematic	 review	 is	 a	 literature	 review	 that	
collects	 and	 analyses	 research	 papers	 using	
systematic	 research	methods	which	are	chosen	
prior	 the	 research	 question	 is	 formulated.	 It	
seeks	 to	 find	 the	 best	 available	 research	 to	
answer	to	research	question.	
Thematic	analysis	 A	 data	 analysis	 process	 which	 descriptively	


















































Primary	 health	 care	 (PHC)	 is	 commonly	 regarded	 as	 the	 backbone	 of	 a	 well-functioning	 health	
system	 [1].	 The	 Alma	 Ata	 Declaration	 of	 1978	 had	 ambitious	 goals	 to	 strengthen	 PHC	 globally.	
Despite	of	this	intention,	many	countries	have	failed	to	provide	and	increase	access	to	PHC	services	
[2].	However,	in	recent	years,	there	has	been	a	renewed	interest	in	strengthening	PHC,	especially	in	




Even	 though	 the	 Alma-Ata	 Declaration	 presented	 the	 ideas	 of	 the	 PHC	 approach	 in	 the	 1970s,	
adopting	the	PHC	approach	has	not	been	the	core	health	strategy	for	either	high-income	countries	
(HICs)	or	LMICs	until	the	latest	decade.	The	concept	of	primary	care	aims	to	improve	both	access	














PHC	 was	 set	 as	 a	 priority	 on	 the	 global	 health	 policy	 agenda	 [6].	 In	 that	 conference,	 WHO	
representatives	 summarised	PHC	 services	 as	 inclusive	of	 essential,	 practical,	 scientifically	proven	
health	 care	 services	 which	 were	 universally	 acceptable	 [1].	 PHC	 addresses	 the	 main	 health	
problems	 of	 the	 community	 and	 provides	 promotive,	 preventive,	 curative	 and	 rehabilitative	
services	 according	 to	 the	 needs	 of	 the	 population	 [7].	 The	 ultimate	 aim	 of	 PHC	 is	 to	 provide	
essential	 health	 services	with	 a	 community-focused	 perspective	 [8]	 -	 although	 sometimes	 other	








PHC	 is	 guided	 by	 the	 principles	 of	 access,	 equity,	 appropriate	 technology,	 multi-disciplinary	
collaboration,	quality	and	community	participation	[8].	The	PHC	philosophy	highlights	that	”health	
and	 health	 services	 occur	 within	 particular	 physical	 environments	 and	 their	 historical,	 socio-
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political,	 economic	 and	 cultural	 contexts	 that	 shape	 the	 social	 determinants	 of	 health	 for	






encompasses	 a	 broad	 range	 of	 sophisticated	 health	 care	 services,	while	 in	 LMICs	 PHC	may	only	
consist	of	basic	services	or	vertical	health	programmes	[12].	Regarding	the	latter	example,	in	some	

















in	PHC	 centres	 are	 the	gatekeepers	 for	 specialised	 services,	 and	provide	 referrals	 for	 specialised	
services	when	needed.	In	light	of	this,	PHC	is	the	first	level	of	health	care	for	the	Finnish	population	
[14].	
Today,	municipalities	have	 the	 responsibility	 for	organising	PHC	services	 for	 their	 citizens.	At	 the	
beginning	of	2017,	 there	were	311	municipalities	 in	Finland	 [17].	Municipalities	are	obligated	by	





have	 the	 same	 full	 service	 package	 –	 has	 represented	 the	 wider	 PHC	 system	 for	 the	 Finnish	
population	since	the	1970s	[13].	
Despite	 these	successes,	 in	 recent	years,	 the	Finnish	PHC	system	has	been	said	to	be	weakening	
[16].	Specialised	care	and	hospitals	have	been	highlighted,	and	the	occupational	health	care	sector	
has	been	growing	[15].	However,	the	PHC	sector	has	fallen	behind	this	development.	In	PHC,	it	has	
been	 reported	 that	 waiting	 times	 have	 been	 growing	 –	 for	 example,	 in	 the	 2000s,	 some	







preventive	 services	 [5].	 However,	 the	 need	 for	 preventive	 health	 care	 is	 now	 greater	 than	 ever,	
especially	 in	 the	 ever-increasing	 ageing	 populations	 where	 the	 incidence	 of	 non-communicable	
diseases	is	high	[2].	Also,	the	effects	of	poorly	managed	urbanisation	and	globalisation	has	enabled	
a	 global	 transmission	 of	 communicable	 diseases	 [5].	 More	 people	 are	 suffering	 from	 multi-
morbidity	 and	 countries	 are	 facing	 a	 double	 burden	 of	 disease	 [18].	 As	 a	 result	 of	 all	 of	 these	
factors,	the	costs	of	health	services	are	increasing	beyond	what	LMIC	or	HIC	countries	can	sustain.	
Health	systems	 in	both	LMIC	and	HIC	contexts	have	 fallen	behind	of	 the	core	objectives	of	PHC.	
This	 has	 resulted	 in	 renewed	 prioritisation	 for	 strengthening	 the	 PHC	 approach	 on	 the	 global	
health	agenda	[19].	However,	the	global	focus	on	pushing	the	PHC	agenda	has	focused	mostly	on	
LMICs	–	as	has	the	developing	field	of	health	policy	and	system	research	(HPSR,	see	20).	We	would	




especially	 in	 LMICs,	 as	 a	 way	 to	 improve	 health	 goals	 in	 terms	 of	 service	 delivery,	 access	 and	
utilisation	[21].	High-income	countries	could	 learn	from	successful	examples	 in	LMICs	that	utilise	
community	 engagement	 to	 reduce	 disease	 burden	 [22].	 In	 Finland,	 PHC	has	 lacked	 a	 traditional	
community	accountability	mechanism	and	the	patients’	 involvement	 in	 their	own	healthcare	has	




In	 addition,	 the	 need	 for	 research	 on	 PHC	 in	 Finland	 is	 important	 because	 the	 successes	 and	
strengths	of	the	Finnish	system	could	be	shared	with	other	countries.	Finland	is	a	country	which	is	
reported	 to	 have	 created	 a	 strong	 PHC	 system	within	 40	 years	 of	 intervention,	 and	 as	 a	 result,	
improved	 the	health	outcomes	of	 the	population	 significantly	during	 that	 time	 [14].	 It	 has	been	
reported	that	in	this	period	there	were	many	achievements	in	strengthening	the	health	system	in	




PHC	 reforms.	Said	differently,	 it	will	 systematically	map	 the	problems	which	 the	PHC	system	has	
faced,	and	describe	the	reforms	which	have	been	designed	to	solve	them.	Many	other	HICs	deal	
with	similar	problems	as	those	facing	Finland,	and	therefore	learning	from	Finland’s	experiences	is	
likely	 to	be	beneficial.	 Even	 though	 the	 concept	of	PHC	depends	on	 the	 context	and	one	model	
does	 not	 fit	 all,	 other	 countries	 with	 similar	 problems	 can	 get	 insights	 and	 inspiration	 when	
planning	their	PHC	reforms	–	especially	in	this	global	context	of	renewed	prioritisation	of	PHC.	
The	performance	of	 the	Finnish	health	system	has	been	decreasing	during	 the	 last	decade	more	
than	 in	other	OECD	(the	Organisation	of	Economic	Co-operation	and	Development)	countries	on	
average	 [25].	 Policymakers	 and	 government	 officials	 have	 recognised	 this	 and	 are	 planning	 a	
reform	–	to	take	place	in	2020	–	which	will	change	health	care	services	in	a	profound	way.	When	
renewing	health	care	services,	it	is	important	to	keep	in	mind	that	the	functioning	of	PHC	services	




















will	 include	 two	phases:	 the	 first	phase	 is	a	 scoping	 review,	which	will	provide	a	background	 for	
understanding	 the	development	of	PHC	both	 internationally,	and	 in	Finland	 (reported	 in	Part	B).	
This	will	also	provide	a	deeper	understanding	of	the	role	of	PHC	in	the	Finnish	health	system.	The	










[28],	 has	 a	 specific	methodology	 to	 search,	 appraise	 and	 synthesise	 findings	 of	 primary	 studies,	




has	 previously	 been	written	 about	 the	 topic	 [29].	 This	 phase	 can	 also	 be	 regarded	 as	 a	 scoping	
review	(see	more	below,	Part	B).	This	phase	will	help	to	recognise	the	gaps	in	current	research	and	






[29].	 After	 the	 search,	 articles	 chosen	 will	 be	 read	 and	 analysed,	 in	 order	 to	 give	 a	 complete	







research,	 because	 of	 the	 associated	 methodological	 and	 epistemological	 challenges	 [28].	
Qualitative	 research	 aims	 to	 gain	 knowledge	 about	 phenomena,	 which	 cannot	 be	 measured	 in	







challenges	 in	 the	 health	 system;	 and	what	 kind	 of	 solutions	 have	 been	 created	 to	 tackle	 those	









search,	 which	 will	 help	 to	 ensure	 rigour	 of	 the	 study	 and	 protect	 against	 bias	 [32].	 Campbell	







A	 scoping	 review	 can	 be	 described	 as	 a	 “process	 of	mapping	 the	 existing	 literature	 or	 evidence	









such	 as	 “primary	 	 health”),	 which	 are	 then	 added	 to	 additional	 terms	 such	 as	 “development”,	
“concept”,	“reform”,	“intervention”,	“policy”,	and	locators	such	as	“LMICs”,	“HICs”,	“Finland”.	Since	
the	history	of	PHC	begins	 from	the	early	20th	 century,	 there	 is	no	 time	 limit	 for	 the	publications	




The	second	phase	of	 this	study	 is	 the	systematic	search,	which	needs	to	 include	a	complete	and	
objective	search	that	can	be	reproduced	[35].	Also,	multiple	databases	need	to	be	utilised	in	order	
to	 improve	 the	 effectiveness	 of	 the	 systematic	 search	 [36].	 The	 key	 to	 a	 successful	 systematic	
search	 is	 to	 utilise	 multiple	 search	 terms	 and	 conduct	 multiple	 searches	 from	 different	
bibliographic	databases	[37]	to	ensure	confidence	in	coverage.	
	










The	 first	 step	 in	 conducting	 this	 systematic	 search	 is	 to	 use	 keywords	 and	 search	 terms	 to	 find	









The	 complete	 search	 strategy	 will	 be	 reported	 in	 Part	 C.	 Accurate	 documenting	 of	 the	 search	











to	 have	 access	 under	 subscription	 of	 either	 the	 University	 of	 Cape	 Town	 or	 the	 University	 of	





Finnish	 health	 care	 sector	 [38].	 The	 reform	 changed	 the	 financing	 of	 health	 care	 by	 introducing	
non-earmarked	grants,	which	were	given	to	the	municipalities	prospectively	[38].	The	reform	also	
included	 further	 decentralisation,	 reduced	 the	 central	 governance	 of	 healthcare	 and	 made	
municipalities	more	autonomous	 in	 terms	of	organising	healthcare	services	 [38].	This	 review	will	
consider	the	time-period	after	that	reform,	and	will	 focus	on	the	aims	of	PHC	reforms	that	were	
implemented	after	1993.	This	review	will	take	into	account	national-level	legislations	and	policies;	
guidelines	and	recommendations.	 It	does	not	 take	 local-level	small	 reforms	or	pilot	projects	 into	
account,	because	in	the	Finnish	decentralised	system,	municipalities	are	able	to	do	their	own	small	




It	 will	 not	 focus	 on	 the	 effectiveness	 or	 the	 outcomes	 of	 these	 reforms,	 but	 it	 will	 seek	 to	
synthesise	 the	 available	 literature	 on	 the	 objectives	 of	 the	 reforms.	 Because	 of	 this,	 the	 papers	
included	into	this	study	must	contain	relevant	information	to	the	research	question.	
	





















The	 process	 of	 analysing	 and	 synthesising	 the	 data	 can	 begin	 when	 the	 systematic	 search	 is	
complete.	All	articles	 identified	will	be	analysed	 in	a	similar	way.	The	aim	of	a	data	analysis	 is	 to	




[23].	 It	 is	 a	 method	 which	 can	 be	 used	 when	 evidence	 is	 gathered	 from	 multiple	 and	 mixed	
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Thematic	analysis	 is	a	data	analysis	method,	which	 is	widely	used	 in	qualitative	research.	 It	 is	"a	













The	 third	 step	 involves	 examining	 the	 codes	 and	 collated	 data	 to	 identify	 broader	 patterns	 of	
meaning,	 in	 other	 words	 searching	 for	 potential	 themes.	 The	 fourth	 phase	 refines	 the	 themes,	
which	mean	that	the	candidate	themes	need	to	be	checked	against	the	dataset	in	order	to	see	if	
they	answer	to	the	research	question	[45].	The	fifth	step	involves	defining	and	naming	the	themes,	


























As	mentioned	 already	 above,	 the	 following	 rigour	 considerations	will	 be	 observed:	multi-lingual	










This	 systematic	 review	 has	 a	 few	 limitations.	 Firstly,	 the	 researchers	 own	 understanding	 and	
perspective	 can	 have	 an	 effect	 on	 the	 assessment	 and	 judgement	 of	 the	 suitability	 of	 selected	
studies	which	can	lead	to	selection	bias.	The	researcher	will	try	to	limit	the	selection	bias	by	using	
the	 critical	 appraisal	 tool	 and	 the	 checklist	 developed	 by	 Mays	 et	 al.	 (2005).	 This	 review	 will	
exclude	 studies	 published	 in	 languages	 other	 than	 Finnish	 and	 English,	 which	 can	 be	 seen	 as	 a	
limitation.	However,	 since	 this	 study	 focuses	on	 the	 Finnish	health	 system,	most	of	 the	 relevant	
studies	 are	 published	 in	 Finnish.	 The	 literature	 search	will	 be	 limited	 to	 databases	 to	which	 the	




researcher.	A	systematic	 review	 is	more	reliable,	when	 it	has	been	conducted	by	more	 than	one	
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improved	 responsiveness	 to	 the	 population's	 health	 needs	 and	 greater	 cost-effectiveness	 [2].	
Strong	primary	health	care	(PHC)	is	often	seen	as	the	backbone	of	well-functioning	health	systems	
[3].	PHC	is	an	approach	to	delivering	basic	health	services	to	the	population.	The	ultimate	aim	of	
PHC	 is	 “health	 for	 all”;	 to	 provide	 universal	 access	 to	 health	 care	 services	 [4].	 Starfield	 (1994)	
describes	 four	 pillars	 for	 PHC:	 first-contact	 of	 care;	 continuity	 of	 care	 over	 time:	
comprehensiveness;	 and	 coordination	 with	 other	 parts	 of	 the	 health	 system.	 So,	 in	 an	 ideal	
situation,	PHC	is	an	integral	part	of	the	country's	health	system	[5].	
	
PHC	came	to	prominence	 in	 the	 late	1970s,	when	countries	 throughout	 the	world	committed	to	
the	 Alma-Ata	 declaration.	 Both	 low-and-middle-income	 countries	 (LMICs)	 and	 high-income	
countries	 (HICs)	 tried	 to	 switch	 effort	 from	 specialised	 care	 towards	 PHC	 services.	 However,	
regardless	 of	 these	 efforts,	 the	 Alma-Ata's	 goal	 of	 universally	 accessible	 PHC	 services	 was	 not	













country	 that	 has	 evolved	 from	 a	 developing	 country	 to	 an	 industrialised	 country	 in	 just	 a	 few	
decades	 (approximately	 from	 the	mid	 1940s	 to	 the	 1970s),	 and	 at	 the	 same	 time	managed	 to	
develop	what	 is	 said	 to	 be	 a	 strong	 PHC	 system	 integrated	within	 country's	 health	 system	 [10]	
providing	an	useful	learning	and	comparison	tool	for	other	countries	and	researchers.	
	
This	 scoping	 review	 will	 provide	 the	 basis	 for	 a	 more	 detailed	 systematic	 review.	 It	 intends	 to	
provide	comprehensive	 information	on	 the	 role	 that	PHC	plays	 in	a	health	system.	The	aim	 is	 to	
gain	understanding	of	the	history	and	development	of	PHC	both	globally	and	in	the	Nordic	region,	
and	especially	in	Finland.	It	will	explain	how	the	PHC	system	was	successfully	implemented	or	built	













and	Google	Scholar,	were	used	 to	gather	data.	 In	addition,	 the	Finnish	database	Medic	was	also	
included	in	the	search. 
	
No	 time	 limit	 was	 set,	 and	 publications	 both	 in	 English	 and	 Finnish	were	 sought.	 Search	 terms	
included	broad	terms	regarding	PHC	as	a	concept,	its	history	and	applications.	Search	terms	were	
clustered	 in	 two	areas:	 those	 relating	 to	 ‘PHC’	 (with	variations	 such	as	 ‘PHC	development’,	 ‘PHC	
concept‘,	‘PHC	implementation’,	‘PHC	innovation’,	‘PHC	system’);	and	those	relating	to	the	‘Finnish	
health	system’	(with	variations	such	as	‘Finland’,	‘Scandinavia’,	‘Nordic’,	‘European’,	‘HIC’.	,	‘LMIC’).	
PHC	 Finnish	 translations	 of	 these	 terms	 were	 also	 applied.	 Regarding	 the	 latter,	 while	 no	
geographical	limitation	was	set	(since	this	review	focused	on	the	development	of	PHC	through	the	
world	 globally),	 the	 intention	 was	 to	 give	 specific	 attention	 to	 PHC	 development	 and	
implementation	 in	 Finland	 (framed	 couched	 in	 an	 understanding	 of	 PHC	 development	 globally).	
PHC	Finnish	translations	of	these	terms	were	also	applied.	Besides	journal	articles,	other	literature	
was	 included,	 such	 as	 policy	 briefs	 and	 institutional	 reports.	 No	 year	 limit	 was	 placed	 on	 the	
scoping	review	(also	because	of	the	historic	nature	of	this	review	and	PHC	development).	
	
Articles	 were	 selected	 for	 possible	 full	 text	 reading	 based	 on	 title	 or	 abstract.	 Articles,	 which	
considered	some	of	the	topics	of	the	scoping	review	were	included.	The	objective	of	this	scoping	
review	was	 to	 gain	 a	 comprehensive	 understanding	 of	 the	 development	 of	 PHC;	what	 role	 PHC	
plays	in	the	health	systems	of	both	HICs	and	LMICs;	and	furthermore,	how	PHC	has	developed	in	








health	 system	since	 the	early	1900s	 [14].	 In	1920	 the	very	 first	notion	of	a	 community	oriented	
health	 care	was	 born	 [15].	 The	 British	 government	 commissioned	 a	 report	 to	 advocate	ways	 to	
structure	 health	 system	 investments,	 and	 the	 commission	 chairman	proposed	 three	 hierarchical	




rest	 of	 the	world.	 In	 the	 1940s,	 there	were	 some	 successful	 examples	 of	 a	 community-oriented	
primary	care.	For	example,	in	South	Africa,	the	Pholela	region	health	centre	provided	an	innovative	
approach	 of	 integrated	 curative	 and	 preventive	 health	 services	 in	 a	 comprehensive	 community-
based	package	[16].	This	experiment	provided	promising	results,	but	unfortunately,	the	approach	










Ambitious	 goals	 of	 strengthening	 PHC	were	 all	 but	 forgotten	 for	 decades	 until	 PHC	become	 the	
focus	 of	 international	 interest	 again	 in	 the	 2000s.	 It	 was	 the	main	 theme	 of	 the	World	 Health	
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Report	 in	 2008	 and	 a	 topic	 for	many	 significant	 conferences.	 There	were	many	 reasons	 for	 this	
renewed	interest	for	PHC:	for	example,	many	sub-Saharan	African	countries	had	fallen	behind	and	
were	unlikely	to	achieve	MDGs,	and	there	was	a	major	shortage	of	health	workers	and	consistently	




According	 to	 the	WHO,	 the	 ultimate	 goal	 of	 PHC	 is	 to	 provide	 better	 health	 care	 for	 the	whole	
population,	ultimately	improving	health	outcomes	[19].	Five	key	elements	towards	achieving	these	




However,	 there	 are	 certain	 differences	 in	 what	 the	 concept	 of	 PHC	 consists	 of,	 and	 how	 PHC	
services	 can	 be	 delivered	 between	 HICs	 and	 LMICs.	 In	 LMICs,	 PHC	 approaches	 often	 focus	 on	
increased	access	 to	basic	 care,	 such	as	maternal	and	child	health	 care	 services	 [7].	PHC	systems	
may	 also	 deal	 with	 improved	 sanitation	 and	 hygiene	 in	 low-and-middle-income	 settings,	
addressing	wider	determinants	of	health	 in	 LMICs.	Therefore,	 in	 LMICs,	PHC	 services	 tend	 to	be	






One	 of	 the	 core	 elements	 of	 PHC	 in	 both	 HICs	 and	 LMICs	 is	 that	 the	 services	 should	 be	 easily	
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health	 workers	 and	 sparsely	 located	 service	 delivery	 points	 make	 it	 challenging	 to	 access	 and	
utilise	PHC	services	in	some	LMICs	[4].	
	
As	mentioned,	 in	many	 LMICs	 PHC	 interventions	 are	 targeted	 towards	 specific	 groups,	 and	 as	 a	
result,	 the	 health	 outcomes	 are	 also	 seen	 among	 those	 populations.	 In	 many	 LMICs,	 PHC	 is	
associated	with	decreased	 infant	and	under-5	mortality	and	maternal	mortality	 rates,	 leading	 to	
improvements	in	life	expectancy	rates	at	birth	[7].	This	targeted	approach	is	actually	somewhat	of	
a	contradiction	with	 the	notion	and	ethos	behind	PHC	and	universal	coverage	 [21].	 In	HICs,	PHC	
offers	 a	 wide	 range	 of	 preventive	 services	 and	 the	 target	 is	 the	 whole	 population	 rather	 than	
specific	 groups.	 In	 HICs,	 PHC	 is	 associated	 with	 reduced	 laboratory	 costs,	 lower	 hospitalisation	
rates,	 improved	 use	 of	 multi-disciplinary	 teams	 and	 more	 disease	 prevention	 and	 health	
promotion	activities	compared	to	other	health	care	approaches	[22].	Besides	the	association	with	
lower	health	care	costs,	studies	 in	OECD	countries	have	shown	that	 improved	numbers	of	GPs	 is	




The	 Nordic	 countries	 are	 located	 in	 Northern	 Europe	 and	 consist	 of	 five	 countries:	 Finland,	
Sweden,	Norway,	Denmark,	and	Iceland.1	The	Nordic	countries	share	some	similar	features,	mostly	
because	 of	 the	 historical	 background	 of	 the	 Kalmar	 Union	 in	 1397-1523.	 Since	 the	 Union,	 the	

















population	 acting	 as	 the	 first	 point	 of	 contact	 to	 the	 health	 sector	 for	 citizens,	 with	 referral	 to	




most	decentralised	 system,	with	approximately	300	municipalities	 responsible	 for	organising	 the	
PHC	services	for	the	population	within	their	catchment	areas	[25].	In	Denmark,	the	administrative	
structure	 for	 health	 care	 services	 consists	 of	 five	 regions	 and	 approximately	 100	municipalities	
[24].	 In	 Sweden,	 the	 County	 Councils	 are	 responsible	 for	 organising	 PHC	 services.	 PHC	 has	
traditionally	had	a	marginal	role	in	Sweden	compared	to	other	Nordic	countries,	and	citizens	have	
been	 used	 to	 using	 specialised	 services	 instead	 of	 PHC	 [26].	 In	 Iceland,	 the	 state	manages	 PHC	






















































After	World	War	 II,	 there	was	 an	 emerging	 need	 for	 health	 services,	 and	 the	 first	 serious	 steps	
towards	 implementing	universal	health	 coverage	 (UHC)	were	 taken.	The	Act	of	District	Hospitals	










Regardless	of	 the	attempts	made	after	 the	war,	 in	 the	1950s,	 the	Finnish	health	system	was	still	
relying	on	curative	services	and	prevention	had	only	a	small	role.	With	economic	development,	the	
burden	of	non-communicable	diseases	increased	quickly,	and	the	existing,	hospital-driven	system	
could	 not	 respond	 to	 it.	 In	 order	 to	 address	 the	 imbalance	 between	 curative	 and	 preventive	
services,	 a	 National	 Health	 Insurance	 (NHI)	 scheme	 was	 introduced	 in	 1963	 [25].	 The	 scheme	
covered	 a	 portion	 of	 the	 costs	 of	 drugs	 and	medical	 care,	 and	 provision	 for	 sickness	 days	 and	
maternity	allowances	were	included	in	the	scheme	[25].	However,	despite	the	introduction	of	NHI	
the	 inequities	 in	accessing	health	care	services	remained	since	the	majority	of	the	services	were	




The	 PHC	 Act	 was	 introduced	 in	 1972,	 and	 it	 established	 municipal-level	 health	 centres	 as	 the	
provider	of	PHC	services	[25].	The	objective	of	the	legislation	was	to	provide	all	permanent	Finnish	
citizens	with	equal	access	to	health	care	services,	regardless	of	where	they	lived	or	their	ability	to	
pay.	 Providing	 primary	 medical	 care,	 a	 variety	 of	 preventive	 services,	 home	 nursing,	 family	









existed	 [31].	 However,	 the	 Act	made	 it	 compulsory	 for	 employers	 to	 provide	 health	 services	 to	
their	workers.	
		
In	 the	 late	 1980s,	 the	 gradual	movement	 of	 decentralisation	 of	 the	 health	 services	 began.	 The	
Finnish	 health	 care	 system	 had	 always	 been	 quite	 decentralised	 because	 of	 the	 municipal-run	
health	services.	However,	before	the	late	1980s,	the	central	level	had	held	the	overall	responsibility	
of	 health	 care	 funding	 and	 decision-making.	 In	 the	 late	 1980s,	 Parliament	 began	 to	 develop	 a	






the	 state	 budget,	 and	 also	 health	 care	 legislation	 changed	 in	 fundamental	 way.	 A	 package	 of	
changes	in	legislation,	planning,	and	financial	incentives	were	introduced	with	the	main	objective	






though	 the	 demand	 for	 health	 services	 increased	 [25].	 In	 general,	 the	 Finnish	 health	 system	
survived	the	recession	quite	well,	and	health	outcomes	did	not	significantly	deteriorate	[30].	The	
shortage	of	health	workers	was	more	significant	in	PHC,	and	the	system	has	not	yet	fully	recovered	








decade	when	the	whole	world	was	starting	 to	switch	 its	 focus	 from	specialised	services	 towards	
preventive,	 PHC	 services,	 reinforced	 by	 the	 Alma	 Ata	 declaration	 of	 1978.	 In	 Finland,	 the	
implementation	 of	 PHC	was	 understood	 to	 have	 been	 successful,	 as	will	 be	 discussed	 below	 in	
detail	[10,	25].	The	following	paragraphs	will	focus	on	the	factors	that	are	said	to	have	contributed	




In	 Finland,	an	 ideological	 shift	 towards	PHC	occurred	 in	 the	1970s.	Policy	makers	had	 started	 to	
recognise	 the	 increasingly	 poor	 health	 outcomes	 especially	 in	 terms	 of	 non-communicable	
diseases.	 The	 need	 for	 change	 was	 evident	 in	 order	 to	 improve	 the	 health	 of	 the	 nation,	 and	
preventive	 health	 services	 were	 placed	 as	 a	 high	 priority	 on	 the	 national	 political	 agenda.	 This	
change	in	political	ideology	led	to	the	creation	of	the	Public	Health	Act	in	1972	[33].	
	
Policy	makers	were	not	 the	only	ones	 interested	 in	preventive	medicine	at	 this	 time.	 There	was	
also	a	growing	interest	in	the	field	of	public	health	amongst	academics	and	medical	doctors	[33].	
One	example	of	this	is	the	North	Karelia	Project,	which	was	started	in	1972	as	a	national	pilot	and	
demonstration	 programme	 for	 prevention	 of	 cardiovascular	 diseases	 [34].	 The	 North	 Karelia	
Project	was	a	comprehensive	community-based	intervention	that	involved	health	services,	NGO's,	






In	 the	 1970's,	 the	 socio-economic	 situation	 also	 favoured	 the	 development	 of	 PHC.	 The	 Second	
World	War	ended	in	1945,	after	which	the	state	had	to	pay	heavy	war	reparations.	Payments	for	
military	 compensation	 were	 made	 through	 the	 forest	 and	 metal	 industry,	 which	 led	 to	 strong	
industrial	 development.	 Because	 of	 war	 reparations,	 the	 quality	 of	 industry	 had	 improved,	 and	
exports	to	other	Western	countries	began	to	grow	[35].	
	
After	 the	war,	 the	focus	shifted	back	to	the	building	of	 the	hospital	network,	which	was	delayed	










Since	 the	 NHI	 scheme	was	 not	 enough	 to	 redress	 inequities,	 the	 government	 introduced	 other	
policies	which	aimed	to	improve	both	financial	protection	and	access	to	health	care	services	[25].	
A	national	planning	system	for	PHC	with	a	five-year	plan	was	introduced.	The	state	covered	40-70%	
















The	 Finnish	 health	 care	 system	 has	 some	 similar	 features	 to	 health	 systems	 in	 other	 Nordic	
countries,	 but	 it	 also	 differs	 from	 them	 -	 for	 example	 in	 terms	 of	 parallel	 funding.	 As	 in	 other	
Nordic	countries,	public	health	services	are	funded	by	the	state	and	by	tax	revenue.	However,	 in	
Finland,	 health	 services	 are	 provided	 through	 three	 different	 provision	 systems:	 the	 municipal	
health	care,	occupational	health	care	and	private	health	care	[30].	The	funding	for	these	services	
flows	down	through	two	main	sources:	municipal	 funding	and	National	Health	 Insurance	[25].	 In	
addition	to	public	funding,	households	pay	out-of-pocket	payments	for	using	health	services,	and	
the	employers	must	pay	compulsory	insurance	fees	[18].	Municipalities	can	independently	choose	








legislation	 and	 steers	 the	 implementation	 of	 the	 reforms.	 Two	ministers,	 the	Minister	 of	 Social	
Affairs	and	Health	and	the	Minister	of	Health	and	Social	Services,	lead	the	work	of	the	Ministry	of	
Social	Affairs	and	Health	[25].	The	government	has	the	decision-making	power	regarding	national	
strategies	 and	 priorities	 and	 proposes	 bills	 to	 be	 discussed	 by	 Parliament	 [25].	 The	 national	
administration	 does	 not	 organise	 health	 services	 itself,	 but	 rather	 defines	 the	 policy	 guidelines	
according	to	which	the	municipalities	should	provide	the	health	services.	According	to	the	Finnish	
Constitution,	every	permanent	citizen	of	Finland	has	the	right	to	access	health	services	regardless	





















The	PHC	Act	obligates	 the	municipalities	 to	have	health	 care	 centres,	which	provides	preventive	
and	PHC	services	to	its	permanent	citizens.	Larger	cities	usually	have	several	health	centres,	some	
smaller	municipalities	can	cooperate	when	providing	health	services,	and	many	municipalities	can	
have	 one	 shared	 health	 centre,	 which	 provides	 services	 to	 all	 cooperating	 municipalities	 [30].	






always	 included	 a	 wide	 range	 of	 health	 services	 provided	 under	 a	 same	 roof	 [10].	 Today,	 the	
Finnish	primary	healthcare	includes	variety	of	services,	such	as	consultation	by	GP	or	public	health	
nurse;	 health	 counselling,	 preventive	work,	 vaccinations;	 dental	 healthcare;	maternity	 and	 child	
health	 clinics;	 school	 and	 student	 healthcare;	 home	 nursing;	 laboratory	 and	 imaging	 services;	





Professionals	 from	 many	 different	 fields	 work	 in	 health	 centres,	 including:	 GPs,	 public	 health	
nurses,	 physiotherapists	 and	 psychologists.	 Health	 centres	 have	 traditionally	 been	 heavily	 GP-
focused,	and	GPs	have	been	 in	charge	of	 treatment	of	 the	patients.	However,	 recently	 there	has	



















the	economic	recession	 in	the	early	1990s	 [32].	The	decrease	 in	 funding	weakened	the	status	of	
the	PHC	system	as	a	part	of	the	whole	health	system.	During	the	2000s,	some	PHC	centres	had	to	
outsource	their	services	because	of	the	lack	of	workforce	[39].	At	the	same	time,	the	occupational	




Due	 to	 the	 independent	 role	of	 the	municipalities,	 there	 is	 a	 lot	of	 variation	 in	accessing	health	
services	across	the	country.	Poorer	and	rural	areas	tend	to	have	worse	public	health	services,	and	




furthermore,	 in	 those	 areas	 there	 is	 not	 the	 wide	 range	 of	 alternative	 private	 service	 provider	
either	[30].	Private	clinics	are	usually	set	up	in	cities	and	more	affluent	areas	and	the	use	of	private	
services	 is	 quite	 expensive	when	 only	 the	wealthy	 population	 can	 afford	 to	 use	 those	 services,	
deepening	the	existing	accessibility	inequalities	between	the	socio-economic	groups.	
	
Also,	 the	 existence	 of	 occupational	 health	 services	 causes	 inequity	 between	 socio-economic	
groups.	When	employees	are	covered	by	both	municipal	and	occupational	health	care,	 they	can	
choose	which	services	to	use.	Employers	can	buy	occupational	health	services	either	from	a	private	
provider	or	 from	municipal	providers.	 In	general,	 the	waiting	 times	 for	occupational	 services	are	
much	 shorter	 and	 as	 a	 result;	many	 people	 prefer	 to	 use	 occupational	 health	 care	 rather	 than	
municipal	health	care	[25].	Unemployed,	children	and	pensioners	are	not	covered	by	occupational	
health,	 so	 if	 they	 do	 not	 have	 private	 insurance,	 they	 can	 only	 access	 municipal	 services	 with	
longer	waiting	times.	To	some	extent,	the	inequalities	between	the	socio-economic	groups	can	be	





The	 geography	 of	 Finland	 also	 results	 in	 differences	 between	 municipalities.	 Finland	 is	 a	 very	
sparsely	populated	country,	and	especially	 in	the	Northern	areas,	the	distances	can	be	very	long.	
People	 living	 in	 those	areas	have	 to	drive	hundreds	of	kilometres	 to	get	even	basic	 services	and	




















services	 [30].	 Also	 mentioned	 earlier,	 in	 Finland	 funding	 for	 health	 care	 comes	 from	 several	
sources.	 Multi-channel	 funding	 mechanisms	 create	 fragmentation	 and	 also	 breeds	 inefficiency	




As	 in	 other	 Nordic	 countries,	 in	 Finland,	 the	 state	 has	 the	 responsibility	 for	 organising	 health	
services,	and	individuals	are	given	social	rights.	This	model	runs	the	risk	of	turning	individuals	into	











specialised	 health	 services.	 The	 focus	 of	 PHC	 has	 begun	 to	 disappear,	 and	 the	 hospitals	 have	
pushed	 more	 and	 more	 new	 duties	 to	 PHC	 [38].	 With	 the	 increase	 in	 responsibilities	 to	 PHC	
systems	 there	 has	 not	 been	 a	 simultaneous	 increase	 in	 allocated	 resources,	 which	 has	 further	
stretched	 a	 struggling	 system	 [38].	 The	 Finnish	 PHC	 continues	 to	 suffer	 from	 a	 chronic	 lack	 of	
health	 personnel,	 with	 more	 and	 more	 workers	 shifting	 to	 private	 and	 specialised	 care	 [42].	









OECD	 countries	 in	 average	 [43].	 Also,	 the	 disparities	 in	 accessing	 the	 health	 services	 between	
socio-economic	 groups	 have	 become	 wider	 [43].	 The	 system	 favours	 high-income	 groups	 since	
they	have	the	choice	of	using	private	services	and	occupational	services.	Waiting	times	to	health	
services	also	varies	a	lot	between	municipalities	or	wider	geographical	areas	[44].	The	reform	will	















The	 state	 will	 introduce	 a	money-follows-the-patient	 principle,	 which	means	 that	 the	 state	 will	




































































































































































































step	 approach	 to	 evaluating	 health	 reform.	 These	 three	 stages	 are:	 identification	 of	 the	 key	
contextual	factors	driving	the	reform,	description	of	the	reform	itself	and	its	objectives,	and	lastly	
highlighting	 the	 process	 by	 which	 the	 reform	 was	 implemented	 [60].	 Another	 example	 of	 a	
framework	 for	 applied	 political	 analysis	 is	 known	 as	 'Policy-Maker'.	 This	 framework	 enables	 a	
systematic	 analysis	 of	 the	 policy	 reform	 process,	 analysing	 both	 positions	 of	 support	 and	
opposition	taken	by	key	agents	and	taking	into	consideration	the	different	interests	of	the	agents	
[61].	 Such	 frameworks	were	 reviewed	 and	 considered	 in	 relation	 to	 the	 systematic	 review	 that	
follows	(Part	C).	However,	none	were	found	to	exactly	match	the	intended	objectives	of	this	review	




of	 PHC	 reform,	 namely:	 adequate	 and	 equitable	 access,	 efficient	 financing	 and	 governance,	
integration	 and	 cooperation	 of	 services,	 patients’	 choice	 and	 quality	 of	 care.	 These	 themes	 are	
based	 partly	 on	 the	 WHO's	 key	 goals	 for	 PHC,	 but	 also	 on	 the	 reported	 benefits	 of	 the	 PHC	
approach,	mentioned	above	(and	see	Table	2).	In	addition,	the	key	goals	of	PHC	reform	in	Nordic	







PHC	 approach	 [1].	 	 As	 highlighted	 above,	 one	 of	 the	most	 important	 benefits	 of	 PHC	 has	 been	
improved	 and	 more	 equitable	 access	 to	 health	 services.	 As	 mentioned	 earlier,	 access	 to	 PHC	
services	has	been	a	real	challenge	for	Finland	throughout	the	existence	of	PHC,	especially	related	
to	 socio-economic	 and	 geographic	 terms	 |30,	 43].	 Therefore,	 adequate	 and	 equitable	 access	 is	
chosen	as	one	theme.	
	
Efficient	 financing	 and	 governance:	 When	 health	 policies	 are	 formed	 and	 implemented,	 the	





provide	 comprehensive,	 people-centred	 health	 services	 [1].	 One	 way	 to	 increase	 patient	
centeredness	is	to	improve	health	service	integration	-	especially	patients	with	co-morbidities	have	
been	 benefitting	 from	 this	 approach	 [62].	 'Integration'	 as	 a	 term	 refers	 here	 to	 cooperation	




discussed	earlier,	 In	 Finland,	 patient	 participation	has	perhaps	been	 the	most	 neglected	 area	of	








the	themes	because	 it	 is	one	of	 the	key	elements	of	PHC,	but	also	an	area	that	 the	Finnish	PHC	
system	struggles.	Patients'	choice	has	also	been	a	key	policy	theme	in	other	Nordic	countries	[24]. 
	
Quality	 of	 care:	 Finally,	 improved	 quality	 of	 care,	 which	 is	 a	 complex	 idea,	 and	 it	 can	 refer	 to	
several	different	aspects.	 For	example,	 it	 can	be	assessed	 through	patient	 satisfaction	 [63],	or	 it	





a	 cost-effective	 approach	 to	 improving	 the	 health	 of	 the	 population	 both	 in	 LMICs	 and	 HICs.	
Comprehensive	 PHC	 initiatives	 are	 associated	 with	 lower	 total	 health-care	 costs.	 A	 strong	 PHC	
system	has	also	been	shown	to	reduce	health	related	socio-economical	inequities.	Health	systems	
throughout	the	world	are	facing	new	challenges	and	supported	by	strong	evidence	of	the	benefits	





and	during	 that	 time,	 the	country	managed	to	create	a	well-functioning	PHC	system	[10].	 In	 the	
1960s,	 Finland	 had	 some	 of	 the	 worst	 health	 outcomes	 in	 Europe,	 but	 after	 successful	 PHC	
implementation,	the	health	of	the	nation	 improved	so	well,	 that	the	WHO	nominated	Finland	as	
'pilot	country'	 for	PHC	 [64].	Given	 the	history	of	Finland	and	 its	health	system,	Finland	can	be	a	
useful	 learning	and	comparison	country	 for	both	LMICs	and	HICs.	However,	 like	other	countries,	
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the	 Finnish	 health	 system	 and	 PHC	 has	 faced	 new	 challenges.	 Many	 of	 those	 challenges	 have	
emerged	after	a	significant	reform	was	implemented	in	1993. 
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the	objectives	 and	 the	problem	with	other	 similar	 countries,	 providing	 lessons	 from	 the	 Finnish	
experiences	 for	 other	 countries.	Methods:	A	 Campbell-styled	 systematic	 review	was	 conducted.	
Databases	including	Ebsco,	Pubmed/MEDLINE,	Scopus,	Google	Scholar	and	a	Finnish	health	science	






classified	 under	 five	 themes,	 which	 were	 developed	 based	 on	 a	 prior	 scoping	 review	 and	 then	
tested	during	data	extraction.	The	themes	were:	efficient	governance	and	financing,	adequate	and	
equitable	 access,	 improved	quality,	 increased	 patient	 choice	 and	 cooperation	 and	 integration	 of	









of	 different	 service	providers	 is	 one	of	 the	newest	 solutions	when	 finding	ways	 to	 strengthen	
weak	PHC	systems.	This	study	shows	that	 in	policy	success	context	matters.	PHC	strengthening	
needs	to	be	high	on	the	political	agenda,	and	enough	resources	are	needed.	This	study	showed	
that	 there	 have	 been	 few	 durable	 or	 sustainable	 solutions,	 and	 further	 research	 is	 needed	
especially	from	the	overall	health	systems	perspective.	
	










It	has	been	shown	that	robust	PHC	systems	result	 in	 improved	health	outcomes	[1,	3].	 In	studies	
conducted	 in	both	LMICs	and	HICs,	a	 strong	PHC	system	has	been	associated	with,	 for	example,	
lower	maternal	 and	 child	mortality	 increased	 life	 expectancy,	 and	decreased	non-communicable	









all	 health	 care	 levels	 and	 continuous	 patient-	 caregiver	 relationships	 [6].	 However,	 the	 PHC	
structure	and	how	the	PHC	services	are	delivered,	depends	on	the	context	–	such	as	the	historical	
background	of	 the	country,	 the	health	 care	problems,	 the	 functioning	of	 the	health	 system,	and	
other	country	characteristics	[6].	
	
This	paper	 reports	on	a	systematic	 review	study	 that	examines	PHC	reform	 in	Finland,	a	country	
that	 is	 reported	 to	 have	 a	 relatively	 well-functioning	 tax-funded	 public	 health	 care	 system	 [8].	
Finland	developed	from	an	under-developed	country	to	an	industrialised	country	over	a	thirty-year	
period,	 and	 during	 that	 time,	 the	 country	 managed	 to	 create	 a	 relatively	 well-functioning	 PHC	
system	 [8]	 In	 the	 1960s	 Finland	was	 one	 of	 the	 countries	with	 the	 poorest	 health	 outcomes	 in	











countries	 of	 the	 Organisation	 for	 Economic	 Co-operation	 and	 Development	 (OECD)	 on	 average	
[10].	The	development	has	slowed	down	especially	in	PHC,	since	the	focus	has	been	more	on	the	




Finland	 is	 a	 high-income	 country	 located	 in	 Northern	 Europe.	 It	 gained	 its	 independence	 from	
Russia	in	1917	and	is	now	one	of	five	Nordic	countries,	and	has	been	a	member	of	European	Union	
since	 1995.	 Finland	 is	 a	 sparsely	 populated	 country,	 and	 the	majority	 of	 the	 population	 lives	 in	
towns	with	approximately	one	quarter	of	the	population	living	in	rural	areas	[11].	Finland	started	
to	 construct	 its	 health	 system	 in	 the	 1930s	 [12],	 during	which	 time	main	 focus	was	 on	 curative	









However,	 the	 sickness	 insurance	 did	 not	 solve	 the	 problems	 regarding	 outpatient	 care,	 and	
inequities	 in	accessing	health	 services	 remained	 [14].	During	 that	 time	 (late	1960s),	 Finland	had	





The	 imbalance	 between	 specialised	 care	 and	 preventive	 care	 was	 the	 starting	 point	 for	 the	
development	of	preventive	health	services	in	Finland,	and	there	was	also	a	strong	political	will	to	
develop	the	PHC	sector	which	was	supported	by	steady	economic	growth	[15].	The	Public	Health	
Act	 of	 1972	 was	 the	 birth	 of	 the	 modern	 Finnish	 PHC	 system.	 According	 to	 the	 Act,	 each	
municipality	was	obligated	 to	 set	up	a	health	 care	 centre	 for	 its	population.	Health	 care	 centres	
focused	 on	 preventive	 services,	 but	 they	 also	 offered	 small	 surgery	 services,	 maternity	 and	
childcare,	dental	care	and	long-term	inpatient	care	[8].	
	
In	1993,	 the	Finnish	health	 system	underwent	a	profound	 reform.	The	 state	 subsidy	 system	was	
reformed,	so	that	the	payments	allocated	to	municipalities	were	paid	based	on	the	estimation	of	
the	 needs	 of	 the	 population	 [16].	 Also,	 the	 earmarking	 fund	 to	 health	 care	 services	 dropped.	
Municipalities	were	given	more	responsibility	on	how	they	wanted	to	organise	health	care	services	



















A	 Campbell-style	 systematic	 review	 study	 was	 conducted	 to	 assess	 the	 aims	 of	 PHC	 reforms	
implemented	 in	 Finland	 between	 1993-2015	 [19].	 Figure	 1	 below	 presents	 a	 summary	 of	 the	
systematic	search	process.	A	systematic	review	methodology	was	chosen	because	the	systematic	
method	can	limit	bias,	and	allows	the	quality	of	included	studies	to	be	systematically	assessed	[20].	
The	 systematic	 review	 was	 preceded	 by	 an	 initial	 scoping	 review	 in	 order	 to	 deepen	 the	












area	 was	 restricted	 to	 Finland.	 Databases	 that	 were	 utilised	 in	 this	 review	 included:	
Pubmed/Medline,	 Scopus,	 EBSCO,	Medic	 and	Google	 Scholar.2	Medic	 is	 a	 Finnish	health	 science	
database,	 which	 includes	 scientific	 articles,	 PhDs,	 and	 theses,	 reports	 from	 different	 research	





terms	 such	 as	 ”Finland”,	 ”finnish”,	 ”terveydenhuolto”,	 ”sote”,	 ”uudistus”.	 “health	 care	 reform”,	
“health	 service	 reform”.	 English	 terms	were	 used	when	using	Medline,	 Scopus,	 and	 EBSCO,	 and	
both	Finnish	and	English	terms	when	used	when	using	Medic.	Search	strategy,	search	terms	and	
variations	for	each	database	can	be	found	in	Appendix	B.	The	papers	identified	were	transferred	to	
a	 reference	 manager,	 Mendeley.	 The	 reference	 list	 of	 all	 the	 included	 papers	 were	 scanned	 (a	
snow-balling	 search	 approach),	 in	 order	 to	 capture	 all	 potentially	 relevant	 additional	 resources,	
until	the	systematic	search	was	refined	and	until	literature	saturation	point	was	reached.	
	
The	 inclusion	 criteria	 limited	 studies	 from	 1993	 to	 2017,	 and	 the	 timeline	 for	 policy	
implementations	was	from	1993	to	2015.	Even	though	the	history	of	the	Finnish	PHC	begins	from	
the	1970s,	this	review	was	more	focused	on	more	recent	major	reforms	implemented	at	a	national	
level.	 As	 noted,	 in	 1993,	 the	 Finnish	 PHC	underwent	 some	profound	 changes,	which	makes	 it	 a	
useful	 ‘watershed’	 moment	 for	 review	 limitation.	 This	 review	 took	 into	 account	 national	 level	








In	 this	 study,	 the	 aim	 of	 the	 thematic	 analysis	 was	 to	 classify	 the	 data	 in	 order	 to	 answer	 the	
research	question.	 Themes	and	 codes	 for	 thematic	 coding	process	were	developed	according	 to	






















were	 located	 using	 citation	 tracking	 (snow-balling).	 In	 total,	 13	 papers	 met	 the	 final	 inclusion	
criteria	for	the	study	(see	Figure	1).	
	









































































system	 is	easy	 to	access	 [6].	 In	 Finland,	 socio-economic	and	geographical	 inequities	 in	accessing	
PHC	 services	 has	 been	 increasing	 since	 the	 2000s	 [10].	 Therefore,	 several	 different	 levels	 of	
reforms	have	been	implemented	to	improve	equity.	
	
In	 2005,	 the	 government	 restricted	 the	 municipal	 autonomy	 and	 implemented	 The	 Legal	





the	 assessment	 requires	 a	 visit	 to	 the	 health	 centre,	 the	 appointment	must	 be	 received	within	
three	working	days	of	contact	[22].	Specialised	medical	care	must	be	provided	within	six	months.	




health	 workers,	 especially	 physicians.	 Waiting	 times	 for	 non-urgent	 appointments	 began	 to	
increase	in	the	1990s	[23].	 	Rural	municipalities	particularly	suffered	from	a	lack	of	physicians.	 In	
the	mid-2000s,	outsourcing	became	a	popular	phenomenon	in	solving	access	problems	[24].	The	











For	 some	municipalities,	 to	 outsource	 their	 PHC	 services	was	 an	 objection	 to	 the	 government's	
push	towards	centralisation	[24].	Rather	than	uniting	together	with	the	neighbouring	municipality,	
these	 municipalities	 contracted	 out	 their	 PHC	 services	 to	 a	 private	 company	 [24].	 Some	
municipalities	 managed	 to	 improve	 the	 cost-effectiveness	 of	 their	 health	 services	 by	 using	 the	
private	company	as	their	service	provider,	but	most	of	them	did	not	[24].	
	
In	 the	 mid-1980s	 the	 solution	 for	 access	 problems	 was	 a	 reform	 called	 the	 “personal	 doctor	
system”	 [22].	 The	 reform	worked	 in	 some	municipalities;	 waiting	 times	 shortened	 and	 patients	
were	 satisfied	 [27].	 Regardless	of	 the	 success,	 the	 reform	was	not	 implemented	widely	because	
many	municipalities	suffered	from	a	 lack	of	doctors.	However,	 the	results	of	 the	personal	doctor	
system	lead	to	a	new	reform,	a	reform	called	'personal	responsibility',	which	was	implemented	in	














Finance	 and	 governance	 are	 key	 parts	 of	 a	 well-functioning	 health	 system.	 An	 effective	 health	
financing	system	raises	funds	for	health	services	and	ensures	that	people	can	use	services	without	























The	policies	aimed	at	of	 re-centralisation	of	health	 services	have	had	many	 intended	objectives.	
The	main	 aim	 of	 these	 structural	 reforms	 has	 been	 to	 improve	 efficiency	 especially	 in	 terms	 of	
financing,	 and	 to	 increase	 the	 general	 efficiency	 of	municipal	 level	 health	 services	 such	 as	 PHC	
[30].	 Especially	 small	 municipalities	 struggled	 to	 provide	 adequate	 health	 services	 for	 the	





in	many	 ways.	 The	 previous	 national	 level	 programme,	 the	 Legal	 Guarantees	 of	 Access	 to	 care	
focused	 on	 PHC,	 but	 it	 was	 more	 widely	 implemented	 eventually	 to	 consider	 specialised	 level	
services	[31].	The	National	Action	Programme	had	several	different	aims	including	how	to	improve	
the	 performance	 of	 PHC.	 Emphasis	 was	 on	 solving	 access	 problems.	 The	 National	 Action	
Programme	focused	on	the	waiting	times	for	telephone	contact	and	emphasised	that	the	patients	
should	 be	 able	 to	 have	 first	 contact	 with	 a	 health	 centre	 without	 delay	 [31].	 The	 programme	
wanted	also	 that	both	service	providers	and	users	would	 realise	 the	maximum	waiting	 times	 for	
access	 to	 care	 better.	 The	National	 Action	 Programme	 aimed	 to	 improve	 access	 also	 by	 solving	
recruitment	 challenges	 [31].	 The	 Programme	 included	 the	 introduction	 of	 nurse	 prescribing,	








appropriate	 and	 preferable	 health	 services	 [33].	 Except	 the	 Right	 of	 the	 Patients'	 Act	 in	 1993,	
















Patients'	 freedom	 to	 choose	 was	 furthermore	 improved	 in	 2011.	 Prior	 to	 2011,	 people	 were	
obligated	to	use	the	health	centre	and	hospital	in	the	area	they	lived	[31].	The	Health	Care	Act	of	
2011	promoted	patients'	right	to	choose:	according	to	the	Act,	patients	were	able	to	choose	the	











collaboration	 of	 different	 providers	 who	 provide	 services	 in	 the	 same	 geographic	 area.	 Service	




public	 PHC	 are	 extensive	 compared	 to	 many	 other	 countries	 [35].	 However,	 cooperation	 and	
communication	between	PHC	and	especially	specialised	health	care	have	been	weak.	Prior	to	the	
Health	 Care	 Act	 2011,	 PHC	 and	 specialised	 care	 were	 guided	 by	 different	 legislations	 [26].	 The	
development	of	PHC,	social	services,	and	specialised	health	services	was	also	separate.	The	Health	
Care	Act	was	 targeted	 to	 tackle	 these	problems,	and	one	of	 the	aims	of	 the	bill	was	 to	 improve	











Governments	 effort	 to	merge	 small	municipalities	 have	 also	 had	 objectives	 regarding	 improved	
cooperation	 [22].	 In	 these	 efforts,	 the	 increased	 cooperation	 was	 intended	 to	 happen	 at	 the	






The	 quality	 of	 health	 services	 can	 include	 many	 aspects:	 medical	 quality	 of	 care,	 cultural	
acceptability;	a	patient	safety	and	satisfaction	[37].	
		
In	 1995	 and	 1999,	 the	 Ministry	 of	 Social	 Affairs	 and	 Health	 published	 guidelines	 on	 quality	
assurance	 in	 health	 and	 social	 welfare	 [27].	 The	 guidelines	 were	 made	 by	 the	 Finnish	Medical	
Society	 Duodecim	 and	 various	 medical	 specialists	 [22].	 The	 goals	 of	 these	 guidelines	 were	 to	
promote	health	care	quality	in	health	workers	daily	work	[27].	The	guidelines	emphasised	the	use	
and	strengthening	of	knowledge	as	a	ground	of	quality	medical	work,	and	they	promoted	patient-
orientation	 in	 service	 provision	 [27].	 Later	 the	 guidelines	 were	 easily	 accessed	 for	 physicians	
through	the	Internet,	which	helped	to	provide	to	deliver	quality	care	in	health	centres.	
	
Health	 2015	 was	 a	 public	 health	 policy	 launched	 by	 the	 Finnish	 government	 in	 2001	 [17].	 The	
policy	set	the	guidelines	for	public	health	policy	for	decision-makers	and	for	PHC	for	the	next	15	






Electronic	 patient	 files	 were	 implemented	 in	 Finland	 from	 the	 early	 2000s	 [15].	 Municipalities	
implemented	 electronic	 patient	 reports	 at	 different	 times.	 Electronic	 patient	 reports	 have	
improved	the	quality	of	care,	but	the	problem	has	been	that	different	municipalities	have	different	
programmes	in	place,	and	the	programmes	do	not	communicate	with	each	other.	Also,	a	hospital	
within	 the	 same	 municipality	 may	 have	 a	 different	 system	 in	 use	 than	 the	 health	 centre.	 The	





Although	 empirical	 research	 has	 demonstrated	 the	 effectiveness	 of	 PHC,	 many	 countries	 have	
failed	to	implement	a	well-functioning	PHC	system.	The	most	frequently	referred	to	countries	are	
LMICs,	 but	 it	 is	 noticeable	 that	 many	 HICs	 also	 struggle	 to	 provide	 PHC	 services	 to	 their	
populations	 [39].	 Both	 HICs	 and	 LMICs	 are	 building	 their	 PHC	 systems	 with	 the	 same	 aims:	 to	





the	 issues	acting	as	barriers	and	enablers	 for	policy	 success	 in	 the	case	of	Finland,	are	useful	 to	








to	strengthen	specialised	care	or	social	 services.	A	number	of	 these	 reforms	addressed	 issues	of	
access	in	different	ways,	for	example,	by	outsourcing	PHC	services,	setting	maximum	waiting	times	
or	 increasing	 centralisation	 through	 unification	 of	 municipalities	 [23,	 26].	 Only	 a	 few	 policies	
addressed	issues	regarding	improved	technological	quality	of	care.	
	
Another	 interesting	 trend	 has	 been	 the	 growing	 importance	 of	 patients'	 choice.	 As	 explained	
earlier,	 in	 Finland,	 patients	 held	 the	 very	 limited	 power	 to	 choose	 their	 health	 services	 [31].	
Patients’	rights	have	been	supported,	but	otherwise,	patients	have	not	had	much	power	and	they	
have	been	seen	as	passive	consumers	rather	than	active	participants.	The	Health	Care	Act	of	2011	
particularly	 promoted	 the	 patients	 the	 freedom	 of	 choice	 [31].	 Integration	 of	 health	 services	





challenge,	 even	 though	 various	 policies	 have	 been	 implemented	 to	 tackle	 this	 problem	 –	




sectors	 [41].	 When	 implementing	 such	 a	 complex	 change,	 contextual	 issues	 matter.	 Therefore,	









especially	 if	 they	 have	 a	 challenging	 age-structure,	might	 face	 other	 challenges.	 Countries	 with	
high-populations	might	need	to	consider	different	strategies	when	implementing	PHC	reforms.	
In	addition,	the	similarity	with	other	Nordic	countries	may	have	facilitated	in	the	process	of	policy	
formulation	 as	 the	 Finnish	 health	 policies	 shared	 similar	 features	 with	 policies	 in	 other	 Nordic	
countries	[42].	Finland	has	been	particularly	inspired	by	changes	in	Sweden	in	the	2000s,	especially	
in	terms	of	patient	choice,	which	has	been	an	important	policy	trend	also	in	some	other	European	
countries,	 for	 example,	 in	 England	 and	 the	 Netherlands	 [43].	 Over	 the	 last	 few	 years,	 other	
countries	 have	 also	 increased	 the	 level	 of	 competition	 between	 healthcare	 providers.	 These	




as	 a	 'pilot	 country'.	 In	 the	 1970s,	when	 PHC	was	 enrolled	 in	 Finland,	 it	was	 a	 great	 nationwide	












priorities	 on	 the	 country's	 political	 agenda.	 In	 addition	 to	 the	 favorable	 political	 climate,	 the	
urgency	of	change	may	affect	the	success	of	policy	implementation.	In	the	1970s,	public	health	in	
Finland	was	one	of	the	worst	in	Europe	[8],	and	therefore	changes	were	needed	quickly.	There	has	
not	 been	 similar	 no	 overriding	 need	 for	 change	 in	 healing	 and	 public	 health	 during	 the	 recent	
decades.	 However,	 at	 the	 moment,	 the	 increased	 health	 care	 spending	 has	 brought	 PHC	




balance	 and	 work	 together	 [28].	 This	 is	 supported	 by	 the	 experience	 of	 Finland.	 It	 has	 been	
demonstrated	 that	 if	 complex	 innovation	 is	 implemented,	but	 some	parts	of	 the	 system	are	not	
functioning	well,	 then	 the	policy	may	have	unintended	consequences.	Weaknesses	 in	 the	health	
system	can	result	in	barriers	to	policy	implementation	[43].	





files	 and	 laboratory	 services.	 Political	 stability	 and	 appreciation	 of	 health	 care	 in	 Finland,	 also	
assists	 implementation.	 A	 well-resourced	 and	 balanced	 health	 system	 enables	 system	 level	
changes	 [28],	and	 it	can	be	easier	 to	 implement	reforms	within	a	system	with	enough	resources	
available.	However,	some	HICs	–	including	Finland	-	with	high-technology	resources	have	focused	
more	on	 the	development	of	 specialised	 services,	 and	development	of	 PHC	has	 been	neglected	
[39].	 In	 Finland,	 the	 division	 between	 PHC	 and	 specialised	 care	 increased	 in	 the	 late	 1990s,	
because	more	resources	was	given	to	specialised	level	than	PHC	system	[40].	
	
In	 Finland,	 specialised	care	has	benefitted	 from	 larger	number	of	health	workers	 than	PHC	 [39].	
Human	resources	are	one	of	the	most	important	components	of	a	well-functioning	health	system	








This	 highlights	 that	 the	 entire	 system	 and	 all	 of	 its	 components	 need	 to	 be	 considered	 when	
designing	and	implementing	policies.	
	






a	 strength	 for	 PHC	 in	 ensuring	 services	 are	 context	 specific	 according	 to	 size	 and	 population	
structure.	 In	a	sparsely	populated	country,	decentralisation	enables	health	services	to	be	 located	
close	 to	 the	 population.	 Centralisation	 in	 service	 organisation	 –	 runs	 the	 risk	 that	 services	 are	
mainly	located	in	big	cities.	
However,	 it	 can	 also	 create	 significant	 problems	 in	 the	 policy	 implementation	 process.	 As	 seen	
from	 the	 results,	 a	 high-degree	 of	 decentralisation	 can	 result	 in	 low	 commitment	 to	 policies,	
different	 policy	 interests	 and	 different	 implementation	 practices	 between	 municipalities.	 It	 can	
also	 increase	 geographic	 inequities	 further,	 since	 the	 diversity	 of	 local	 and	 regional	 authorities	
make	it	difficult	to	create	uniform	practices.	In	a	decentralised	system,	it	is	challenging	for	PHC	to	
develop	as	a	coherent	sector,	 resulting	 in	wide	variation	 in	the	services	available	to	patients	and	
therefore	not	addressing	the	fundamental	issue	of	equity.	For	many	countries,	decentralisation	is	a	
goal	 and	 key	 factor	 when	 tailoring	 local-preferred	 services.	 These	 countries	 can	 learn	 from	 the	
Finnish	PHC	experience	that	the	problems	extreme	decentralisation	can	create	in	the	system.	
One	barrier	to	 implementing	re-structured	policy	was	that	municipalities	did	not	share	the	same	




PHC	services	 to	the	private	sector	rather	 than	merging	with	another	municipality	 [23].	The	main	
reason	 for	 this	 resistance	 was	 that	 municipalities	 had	 traditionally	 been	 very	 autonomous	 in	
decision-making,	 and	 organising	 services	 for	 the	 population,	 and	 unification	 with	 another	











choice,	 such	 as	 Sweden	 and	 England	 [45].	 However,	 in	 Finland,	 there	 are	 no	 incentives	 directly	
linked	to	freedom	of	choice	for	service	providers	or	staff	[35].	In	addition,	private	service	provision	
is	 a	 competitive	 activity	 of	 the	municipalities,	 where	 the	municipality	 determines	 what	 kind	 of	
service	production	is	desired	and	where	it	is	located	[35].	It	is,	therefore,	likely	that	the	impact	of	
the	 current	 system	 of	 freedom	 of	 choice	 in	 Finland	 on	 the	 quality	 of	 services	will	 be	 less	 than	
expected.	When	the	patient	choice	is	tied	to	economic	incentives,	it	can	increase	the	competition	




has	 produced	 preferable	 health	 services,	 and	 contributed	 to	 improved	 health	 outcomes	 [47].	
Considering	 this,	 HICs	 like	 Finland	 could	 also	 take	 into	 account	 this	 aspect	 when	 forming	 the	






history	of	 selective,	disease-focused	health	care	–	 largely	driven	by	donor	priorities	 [48].	Among	
LMICs,	vertical	health	programmes	were	popular	and	the	goals	of	Alma	Ata	were	neglected	until	
the	late	2000s.	The	call	for	PHC	strengthening	has	been	stronger	among	LMICs	and	global	focus	has	
been	 on	 them	 [49].	 Therefore,	 LMICs	 have	 had	 more	 system-wide	 focus	 on	 developing	 PHC	
services	 than	 some	HICs.	 As	 can	 be	 seen	 from	 the	 results,	 Finnish	 PHC	 strengthening	 has	 been	
quite	narrow,	and	the	focus	has	been	on	one	problem	at	the	time.	Finland,	as	well	as	other	HICs,	
would	 surely	 benefit	 from	 a	 more	 comprehensive	 approach	 to	 health	 system	 implementation,	
policy	development	and	research.	
The	 above	 experiences	 drawn	 from	 the	 experiences	 of	 the	 other	 countries	 highlight	 that	many	




at	when	 it	 comes	 to	doing	 so.	 PHC	has	been	blamed	 for	 poor	 access,	 and	 several	 reforms	have	










introduced	 to	 try	 to	 improve	 the	 PHC	 system.	 This	 review	 contributes	 to	 existing	 literature	 by	
systematically	 presenting	 some	of	 the	 enablers	 and	 barriers	 to	 these	minor	 reforms	 to	 the	 PHC	
system	 since	 1993.	 Important	 policy	 lessons	 have	 emerged	 which	 can	 be	 shared	 with	 other	
countries	introducing	PHC	reforms.	
	





become	committed	 to	 the	change	 [50].	This	 is	an	 important	 lesson	 for	other	countries	 currently	
going	 through	 transition	 and	 seeking	 to	 implement	 PHC	 reforms,	 especially	 for	 those	 countries	
who	are	planning	to	increase	decentralisation	as	Finland	in	1993.	
	
This	 review	 also	 indicated	 that	 a	 favourable	 political	 climate	 facilitates	 the	 success	 of	 policy	
changes	and	reforms	and	vice	versa.	If	the	development	of	PHC	services	is	not	the	top	priority	on	
the	 political	 agenda,	 the	 success	 of	 the	 reforms	 is	 uncertain.	 It	 has	 also	 been	 shown	 in	 other	
studies	that	political	timing	can	 impact	on	the	success	of	a	policy	[51].	The	1970s	 in	Finland	was	
marked	by	a	strong	national	will	to	develop	preventative	health	services,	which	helped	to	create	a	
window	 of	 opportunity	 for	 PHC	 implementation.	 As	 seen	 from	 the	 results	 of	 this	 study,	 similar	
collective	enthusiasm		has	not	been	seen	since	or	in	implementation	of	the	post-1993	reforms.	
	
The	 findings	of	 this	 study	provide	useful	 lessons	 for	other	 countries	on	how	 to	 strengthen	 their	




health	 system	 decision	 and	 policy	makers	 in	 Finland.	 	 This	 review	 demonstrated	 that	 there	 has	
been	minimal	other	systematic	review	work	on	this	 topic	prior	to	this	study.	 	Further	research	 is	
needed	to	assess	enablers	and	barriers	to	PHC	implementation	in	more	detail	–	in	particular,	closer	
empirical	research	of	individual	policy	implementation	experiences	and	outcomes.	












is	 over.	 Finland	 needs	 to	 focus	 on	 strengthening	 the	 whole	 system	 instead	 of	 looking	 at	 single	
problems.	 All	 parts	 of	 the	 health	 system	 need	 to	 be	 taken	 into	 consideration	 when	 planning	 a	








become	more	 important	 than	 the	 actual	 goal,	 and	 those	 promoting	 the	 policy	 should	 examine	
other	 experiences	 to	 try	 and	 predict	 the	 unintended	 consequences	 that	 this	 may	 have	 in	 the	
future.	
In	 Finland	 –	 as	well	 as	 in	most	 other	 countries	 –	not	much	 is	 known	about	 the	 service	delivery	
domains	 of	 PHC	 such	 as	 comprehensiveness,	 continuity,	 coordination,	 and	 people-centeredness	
[56].	 These	 are	 important	 domains	 in	 high-quality	 PHC,	 and	 examining	 them	 can	 help	 explain	
performance	disparity	in	all	settings	[56].	
For	 these	 reasons,	 Finland	 would	 benefit	 from	 further	 research	 within	 the	 field	 of	 HSPR;	 a	
multidisciplinary	 field	 which	 aims	 to	 identify	 the	 interconnections	 between	 policies	 and	 the	
system,	and	which	emphasises	the	wider	context,	hoping	to	result	in	more	successful	health	policy	
implementation	[49].	Traditionally,	HPSR	has	focused	on	LMICs,	and	not	as	much	on	HICs	[49].	At	
the	 moment,	 research	 of	 PHC	 development	 and	 implementation	 is	 a	 popular	 topic	 especially	
among	 LMICs.	 For	 example,	 the	 Primary	 Health	 Care	 Performance	 Initiative	 (PHCPI)	 and	 the	
Alliance	 for	 Health	 Policy	 and	 Systems	 Research	 (“the	 Alliance”)	 at	 the	WHO,	 are	 developing	 a	
Primary	 Health	 Care	Measurement	 and	 Implementation	 Research	 Consortium,	 seeking	 to	 bring	
together	researchers	and	policy	makers	to	accelerate	progress	in	PHC	research	in	LMICs	[57].	
In	Finland,	there	has	certainly	been	little	of	HSPR	style	research	carried	out.	However,	considering	






Finally,	 the	earlier	PHC	 reforms	 in	 the	1970s	were	widely	 applauded.	However,	 the	more	 recent	
reforms	 assessed	here	 in	 this	 review	 study	 appear	 to	 be	 strangely	 disconnected	 from	 that	 past.	
This	study	demonstrates	the	importance	of	drawing	on	the	history	of	health	systems,	in	research	
and	 in	 policy-development.	 There	 is	 some	 risk	 that	 the	 previous	 successes	 of	 PHC	 systems	
development	are	de-prioritised	in	the	face	of	new	global	health	priorities,	and	that	key	historical	
and	cross-county	lessons	are	not	considered	in	the	fullness	of	time.	We	are	entering	a	new	era	in	
which	 PHC	 is	 again	 edging	 into	 the	 spotlight.	 This	 review	 demonstrates	 the	 importance	 of	
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methodologically)	related	to	one	or	several	of	the	key	areas	of	the	journal	(see Aims & Scope here).
1.3	Writing	your	paper 
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templates	are	available	on	the	Manuscript Submission Guidelines	page	of	our	Author	Gateway. 
4.2	Artwork,	figures	and	other	graphics 
For	guidance	on	the	preparation	of	illustrations,	pictures	and	graphs	in	electronic	format,	please	visit	
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Appendix	G:	Coding	Template	
Theme	 Codes	
Equity	in	access	 Access	to	care	
Waiting	times	
Patient	queues	
Geographical	inequities	
Efficient	financing	and	governance	 Subsidies	
Taxation	
Management	
Decentralisation	
Fragmented	decision	making	
Re-structuring	
Improved	quality	of	care	 Quality	
Efficiency	
The	effective	use	of	resources	
Quality	guidelines	
Freedom	of	choice	for	patients	 Patients’	rights	
Patients’	choice	
Freedom	of	choice	
Cooperation	and	integration	of	
services	
Integration	
Cooperation	
Coordination	
